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DEPARTMENT OF HEALTH AND HUMAN SERVICES A-NDBAN FORM APPROYED
B NG, 009380391
TEMENT UPPLIER/GLIA MULTIPLE CONBTRUCTION %) DATE BURVEY
ADPANGrComREETIoN T | o ol | DR ¢ COMPLETED
455188 B WING 08/11/201%
NAME OF PROVIDER OR BUPPLIER | STREGT ADDRESS, CITY. STATE, ZIF CODE
434 OCALA DRIVE
BETHANY HEALTH CARE CENTER NASHVILLE, TN 37211
(X4 I SUMMARY STATEMENT OF DEFICIENCIES io PRI-?“DER'S PLAN mgﬁmw ; mmn on
PR-;,E.S& &&%ﬁ%ﬂ%gﬁﬁ%@ﬁnﬁ% mtEFolx %HE%’Q 01‘1':!15 APPROPRIATE DATE
' i
- : !
F 00O INITIAL COMMENTS FO00! Corection was made to the : 8/31/16
nurse staffing information by ;
A Comparative Federal Monitoring Survey was removing the projected 3-11 H
conducted at Bethany Health Care Center on and 11-7 shift hours from the .
August 8-11, 2018, The facllity was found not in form. The form was then .'
substantial compllanos with Medicara regulations immadiately reposted by LPN
at 42CFR 483, Subpart-B, Requiremants for Long #1 and the First Floor Unit
Term Care Faclities, The following deficiencies lerk on 8141116
 resutted from the facilitys non-gompliance. The Clerk on -
- eonsus was 134, . . .
F 358 | 483.30(e) POSTED NURSE STAFFING F358] The Administrator immediately
8sa INFORMATION notifiad the maintenance
depantmant to lower the
The facllity must post ths following Information on bulletin board used for posting !
a daily basls: the steffing informationon . :
o %a:'gr:‘:n'?g‘ah 8/11/16. The maintenance '
0 The total number and the actual hours worked staff lowsred the bulletin board ;
’ ight visible by those ;
by the following categories of ficensed and ; toaheig
unlicensed nuraing staff diractly remponsible for seated ina whgqlchair on :
regident care per shift: 8/11/16. The visibility was '
- Registered nurses, confirmed by the k
" - Licensed pracioal nurses or ikcensed Adminlatrator, (See i
vocationsd nuraes (as defined under State law). Attachment #1) !
- Certifiod nurse aides, :
@ Resldent census. , There are no other areas In the ,
The facility must past the nurse steffing data bullding with posted staffing f
specified sbove on a dally basis st the beginning information. ;
ofgach ehift. Dat% must be postad &s follows: :
o Clear and readable format. coad \ ':
o In A prominent place readily acceasible to :g%f:; Infog:?a‘:?ornp\?v:t;“g !
rosidents and visitors. reviaed by the DON and :
The faciilty must, upon oral or written request, approved by the Administrator ;
make riurse staffing data pvailable to the public on 8/22/18, :
for review at a cost not to exceed the community {See Attachment #2) {
atanderd. !
i
ABORATORY DINESTOR'S OR PROVIDRRAUPPLIER REPAESENTATIVES SIGNATURE THLE

0N Y é.“?é'zplm

Any dafl tatsmant anding with an anierisk {*] dencise u deficlency which the Institution miay be excused from correch previding # i delermingd that
1ther 38 provide sulficient prefoction to tha patients. (See (ngtructiorns.) Except for nursing homea, the findings stated above are dlackesabls 50 days
vllowing the dals of survey whuthar o ot a plan of comection is povidad. For nursing homes, the abova findings and plang of corraction ara disclosabis 14

fayy foliowing the date these documenis sre mads avallable to the feciity. # deficlancias am cited, an sppyoved plan of carmction s roquisite 19 continugd
tragram paricipation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES RORM APPROVED
E ICES oOMB . 0838-0301
EMENT MULTIFLE CONSTHLGTION X3} DATE BURVEY
SToEe o permices [0 phowmmurEGLA | o Wt DEpm
446169 B. WING
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS QITY, 8TATE, ZIP SODE
411 OCALA DRIVE
BETHANY HEALTH GARE CENTER NASHVILLE, TN 27211
P ID BUNMARY STATEMENT OF DEFICIENCES D Wy gt i gy Friapiacting oo oN
PRRR® | AEGULATORY OF LG OENTIEYIG IFORIATION PG SEREFERENCED TO THE APPROPRIATE DATE
F 358 Continued From page 1 F 388! gtaff in-servicss wers initiated !
The facility mtist mairtain the poated dally nursa _ regarding the revised i
staffing data for a minfmum of 18 months, or as procedure beginning 8/23/18 !
mquh'ed by State law, whicheveris dreatar, with the DQN. Unit Mﬂl’laﬂem,
Nursing Sunenrjsors. Unit
This REQUIREMENT is not met as evidenosd Cletis and Businsss Office
by staff members. in-services are
Based on observations, record review and steff to bs compleled August 29,
Interviews, the faciity failed to poat nurse staffing 2018. (See Attachmant #3)
‘s;at:ie beginning Ig'fa azch shift Ic:g‘ l;la [ rréannar
. was accassibie to whealchalr boun The DON and Unit Manaegers
* residents for four (4) of four(4) daye. will monitor the accuracygand
; . timing of postad staffing ;
. The findings Include: information for comptiance with :
During the initial tour of the facllity on 8/8/18 at the revised procedure. The ;
2:08 p.m., the nuree slafling information was audita will be conducted =iter [
observed on the wall besida the first floor elevator the beginning of the shift at
and wae postad at eye levsl, The slaffing was least three times par week par )
posted for firt, second and thind shifts, but dig shift. Audits began 8/15/16.
. niotinclude tha totsl number of houre. On 8/8/16 Any idanttfied problems will be
8t 9:66 a.m., 8/10/16 at 8:54 a.m,, and 8111/18 at ad d immediatet
7:68 a.m., the nurse stafling was posted prior the ?h ;‘::;9 mg'a athe y with
start of second and thind shifts, & start memer who posted |
the infermation. !
" During an Interview conduotad on 8/11718 at , v
11:28 &m,, with Licensed Practical Nurss (LPN) ::; ﬁﬁ“ of Flonitoring for =
#1 nnd the Unit Clerk for the first floar, both piance with posted i
i &laffing information will be i
confimed the nurse stafMng was posted in :
advance for sscond and third shifts, and was out | reported to the DON, The :
of rexch for whealchalr bound residents. Both DON will compiie the resuits
staff members acknowiedged they were Into a report that is provided to
responslbla for posting the staffing In addition ta the Administrator and the
vartaus LPNs and Certified Nurss Technicians. QAP] Committes on a monthly
basis. Reporting will continue -
In 3n Interview conducted on 8/11/19 at 11:44 .
.m., the adminiatrator confimed she axpatied monthly Tor at least six months.
» tha nurase staffing to be peated in accordance with
the regulatory requirement. :
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STATEMENT OF DEFIGENDIES

{x1) PROVIDER/BUPPLIER/TLIA
AND PLAN OF CORRECTION D

ENTIFICATION RUNRER:

A4 5158

2} MULTIPLE CONBTRUCTION

A BULGING

B, WinGa

[X3) DATE SuRvEY
COMFLETED

HNAME OF PROVIDER OR BUPPLIER

STREETADDRESS, OIVY, STAYE, ZIP CODE
431 QCALA CMVE
NASHVILLE, TN 37211

FORM APPROVED
NO

0R/11/2010

BETHAMY HEALTH CARE CENTER
SUMMARY ATATEMENT OF DEFICIENCIES

% [ {EACH DEFICIENGY MUGT BE PRECEDED BY FULL
TAG REGULATORY OR LEG IDENTIFYING INFORMATION)

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECYIVE ACTION SMOLLD BE
CROBS-REFERENCED TQ THE APPROPRIAYE
DEFICIERCY)

’ %5)
COMPLETION
DATE

F 358 Continued From page 2

t

F 358

After aix months, the fraquency
of reporting will be dstermined
by the QAPI Committaa. The
first report will be provided to
the QAP Commitlee at the
August 28, 2018 meeting.

The QAPI Commiites maets
monthly with membership
Including the Madical Director,
Administrator, DON, Firat and
Second Flaor Unit Managers,
MDS Staff Members, Activitlas
Director, Dietary Manager,
Enviranmantal Services
Director, Clinlcal Coordinator/
Infection Contrel Coordinator,
Soclal Services Director,
Parsohnel Director and tha
Admissions Director.
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PRINTED: 0B/82018
FDSLM APPROVED ‘

DEFICIENCIE I ERSUPPLIER/CLIA MULT/PLE CONBTRUGTION X3 DATE SURVEY
i:?%f gonnmrm . o) lppgmfwum NiMBER: .q.mauu.umn COMPLETED
448189 B, WiNG - 08/11i2016
NAME GF PROVIDER OR SHPFLIER | ™ ATREET AGDRESS, ITY, STATE, 2F CODE
421 DCALA DRIVE
BETHANY HEALTH GARE CENTER NASHVILLE, TH 37214
} 1D BUMMARY STATEMENT OF DEFIOEN%I&S ags " i m&ggﬂgm g “G&RSE:;EL%RE R,
B T D L R I L
F 441 48386 INFECTION CONTROL, PREVENT F 44711 CTNT #1 was given lgld—service 'g /2 ,a'16r, :
§5=€ . SPREAD, LINENS education by the 2" Floor tinit
' Manager regarding Infection
The fachify must establish and maintain an .
infection Conivol Program designed to provide a Contyol proceduras when
safe, sanitary and comfortable snvironmant alsl::i' providing incentinence care
10 heip prevant the devedopment and tranamisaion including use of gloves,
of disease and in ' handwashing and prevention
. {a) Infaction Control Program of cross contamination. The _
P'r‘: facility l;lgrﬂ “;mﬁh an infection Control in-service was provided on _|
£ agram un ) 8/9/16. {See Attachment #4} o
: (1) Inves , controls, revents infections ) ) [
!(n )th:vfaatlllgus:hs snd p Following the in- service, the
gi)o ?ch:a whgd promcﬂ.:masuci'l a?d bgtl;aﬁug, CNT was able to verbalize the ‘
applied o an Individual reaident; an .
. {3) Maintains @ record of incldents and corective ‘°"'e°t| pl:;edt::‘e for i“f";:"“" :
actions related to Infections, control er the in-service, & i
| follow up observation of CNT ;
ﬁ; %rggm:' Spraa: %fggmﬂ;nmg o {  #1 was made by the 2™ Floor
" determines that & resident needs iaokation to ‘ Unit Manager to ensure CNT :
. pravant the spread of infection, the faclilly must . #1 followed the correct i
1;‘;‘# ﬂf‘:ﬂﬂf;;’dﬂm-t wibit employ " . procedura for infection ;
: ‘ne et prol am oS With 8 : i
communicabie diseass or infectad skin lesions Control during incontinence
from direct contact with rasiderte oF their food, If care. The observation was
{d%ethh mmnt;o&ty will trenemit th:‘:ﬂiseasa. complsted 8/3/16, The CNT
1) must require to wash thelr priat
hands afier each direct resident contaot for which ::;h:::;ed ﬂ:;e mizfr?:c:di re
_hand wal:rt'lair;g is t:&ndlcatbd by acoepled ection ¢ P . ;
profess practice, '
Housekeeping staff disinfected
"e) r:'g:::l must handle, stars, pracess and I the furniture and surfaces in .
. X i the room of Resident #272 on
transport inens 60 as to prevent the spread of
infection. B/9/18. _
N i
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PRINTED: 0BABR018

DEPARTMENT OF HEALTH AND HUMAN BERVICES RO APERGVES
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CUA, (X2} NMULTIPLE GORSTRUCTION (%2) DATE SURVEY
AND PLAN OF CORREQTION ] ATION A, BUILDING COMPLETED

24818 B, WIND 4811/2016

MAME OF PROMIDER DR SUPFLIER ATREETADDRESS, CITY. BTATE, 2R CODE

431 OCALA DRIVE
(x4 Ib SUMMARY STATEMENT OF DEFGIENGIES 2] PROVIDER'S PLAN OF CORRECTION H couml
DEFICIENCY MUBT BE PRECEDED BY FLIL PREAX {EACH CORRECTIVE AR RON S8HOULD BE 1 TION
FET;ESLK R‘B%TQRY OR l.agi'DEM‘IFYM INFORMATICN) TAQ GRDBS-REFEREQ&E‘D TO THE APRROPFIATE - BATE
- 1
F 441. Continusd From page 3 F441]  On 8/9/16 and 8/10/16, In-

" frashcan on the ficor. She
- ingontinence ¢are to the resident'e rectum end

" This REQUIREMENT |3 not met as evidenped

{ obsarved fer incontinance cana (Resident #272).
- #nd donning/doffiing Personul Protective

" twa (2) of three (3) reskdents on contast isckation
. {Resident #s 272 and 2€3),

. Certitied Nurss Techniclan (CNT) #1 was

- before entering the room, During the care, CNT
* #1 Instructad the resident o turm on her right
- The GNT removed thae reaident's brief (which was

ed oh ¢hsarvations, record revisws, steff
Interviews, and review of facliity policy entitied
"isotation,” the facllity falled fo snsure etaff
followed Infeotion contral practices as outlined in
their program in regards t changing gloves and
waishing hands for one (1) of one {1) resident

Equipment (PPE) whila defivering lunch trays for

The findings include:

1) Resident #272 was admitted to the faclity on
71118, with diagnoses that included Sapsiz dus
te Escharichia Coli and Enterocolitis dus to
Cloatridium Dificile (C Diff). On 7113418, the
physician wrota an order for "Sirict
Isciation-Digestive. Type of fsolalion: contact for
C-DiY." The order wss discontinued on 7/15/16
but reordered on 7/31/18 and remalnad In affact,

Qn 8/8/186 frormp 10:46 a.or. untl 11:11 am,,
ohastved praviding tncontinence care to Resident
#272. CNT #1 donned gloves and gown, and
obiained towels, washciotha and plasiic bags

siie.
soiled with fecas) and placed the briefing
porfarmed

buttocks and without changing glovas, fouched =

service education was
provided for other staff
members an duty regarding
infection Controf procedures
including use of gloves, hand
hygiene and prevention of
cross contaminatlon. (See
Attachment #5)

The First and Second Floor
Unit Managers and Nursing
Supervisors inftiatad
ohservations of CNT staff
membars performing
Incantinence care to ensure
complianca with infaction
control procedures.
Observatlons were Initiated
8/9/16,

On 8/9/16, CNTs #2, #3 and #4
were immediately provided in-
service regarding Isolation
Procedures and required
persaonal protective
equipment. {See Attachment
#6).

clean pad and stared to pad under the
residant. The CNT decided the pad thet was
EORM OARS-2587(02-99) Prwvioue Vaslons Obentirks Evint J0:2WXA FacHily ©: TNTa i cominuation shaet Pags d ot ?
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DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
C OR MED & MEDICAID B8 NO. 1
STAYEMENT OF DEFICENCIES (X1} PROVIDERISUPPLIER/CLIA X2} MULTIPLE CONSTRUGTION (%8} DATE BAURVEY
ARD PLAN OF CORRECTION IDENT(FICAYION NUMBER: A BUILDNG , COMPLETED
448169 B. WiNg 812018
NANE OF PROVIDER OR SUPPLIER ETREET ADDRERS, CITY, STATE, ZIP CODE
421 GCALA DRIVE
BETHANY HEALTM CARE GENTER NASHVILLE, TN 37211
1
04y 10 SUMMARY BTATEMENT OF DEFIGIENCIES o FROVIDER'S PLAN OF GORRECTION bR
DEFIC UST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION BHOULD BE GOMPLETION
e REQULATORY ORLES [DENTIFYING DHFORMATION) ™o OROSS REFRRENGED TG THE APPROPRIATE ! oATEE
F 441 Continued From page 4 F 441| Wn-service education regarding
criginally under the resident wasn't sollad and Isolation Procedures was
removex the clean pad. She had the reskdent tum provided for other staff on |
- &n her baok and with the same gloves, perfarmend duty on 8/9/16 and 8/10/16 {
incontinence vare to the grein area. The CNYT y {
then went % the bathroom, shanged gloves and {See Attachment #5) :
fahwean lowvs shange, She retsmed fo e
twash glove change. veturmn 9 :
residant and Instruated the realdent fum to her lsft Observations for compliance _
 side. The CNT continued with incontinence care with Isolation proceduras were i
) ghe h&tom. rgrl&‘o:ted the sg;le:gnided id::ht:at initiated by the Unit Managers,
and noted the pa wag under the: residen:
was solled. She did nat change gloves but ‘N"fm"i'g Supervisors and
grabbed the pad that she had contaminsted nfection Control Nurse on
eariier and pleced it under the rexident. She did 8/9/16 and continued through
nat change or remove her gloves, but obtalned & 8/10/16. :
. brigf from a drawer in the roaidant's rsom and :
" placad on the resident. She tiss both baga (iinen . ’
and trash), removad her glovas and gown and Additional Infection Control in-
;.;ltg:.ut washing her hatdr, left the room with the service education covering
Isclation procedures, use of
, On Bfogg’a at t1:31 :ET"}ER intarvisw was persongal protective
conducted with CNT #1. The CNT stated 1 i
should have changed my gioves three (3) times." eqmpn;::nt, I';and hygiene, and
She cortfirmed that she left the room fo take the preven . on OF cross .
bags to tha solled utifity room without washing her contamination was provided
hands, She alsc confirmed that gha should have for all facllity staff members.
Shangec glaves before touching the cisan pad In-services to be completed by
' 9/1/16. (5ee Attachment #7),
Qn 81116 at 1&2‘! a.m., ah interview was Staff members who did not
condiciad with the Clinical Coordinator/VWound -work during this time period
Care Director (that also oversaw the Infection will be eduf:ated on thi:eir next
contro] programy). She stated that she would
: expact the steff not to cross contaminats during scheduled work day.
care of the resident. "They (staff) needed 1 be
washing hends batween ciean and dirty. She
definitely neaded to wash hes hands bafore
{eaving the room."” '
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DEFPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: Q8132018

FORM APPROVED
T OME NO, 0038-0391_
STAYEMENT OF DEFICIENCIES [X1) PROVIDER/IUPPLIER/GLIA D MUATIPLE GONSTRUCTHON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
445180 B WiNG 08/11/2018
NAME GF PROVIDER OR SUPPLIER BTREEY ADDREBS, CITY, STATE, ZIF COUE
421 GCALA DRIVE
BETHANY HEALTH CARE CENTER NASHVILLE, TN 37214
%54 1D SUMMARY STATEMENT OF DEPICIENGIES ™) PHROVIDER'S PLAN OF CORRECTION 8
(FAGH DEFICI RECENED {ZACH CORRECTIVE ACTION SHOLULD BE COMPLETION
P mmmxum?gg}gﬁgg%;waMRﬁgﬁgﬁ g5 smx&é&au§¥%£3g$nmmnnwwe E GATE
' ' E
F 441 Continued From page § F 441 - Monltgring for compliance -
with Infection Control
- On W:g agt 12!5? p.m., CN“T;#E b:l;kﬁd CNT#3 It procedures has been initiated. )
she na 1o put & gown ard gloves on bafore ' ; ; b !
entering Reskiant #272' room to deliver her Obsep.fatlons will be made by i
luneh tray. CNT #3 told GNT 22 that sha did not. the First and Second Floor Unit -
- CNT #2 enterad the raom, deliverad the tray, - Managers, Nurse Supervisors,
touched the over bed table o move if closar o Infection Controt Coordinator
the reajdent, then axited the room without d the DON
washing har hands. She went o the restroom that and the DUN.
: wag located across from the nurge's atation,
; touched the door knob (it was lacked), then went At least 5 observations per
10 the staff lounge and washed her hands. shift per week will he made of
2) Resident #2683 was admiltted o the faciity on " staff entering/exiting any
: gsf‘il;a with dlagn?m that Inctuded h;géi:dﬂan existing Isolation Roems and at
esistant Staphylocopsus Aureus ) In the i
wound. On B/8/48, the physickan w(xh ordere for least 5 abservations of staff
"Strict Isofation-Skin. Type of Isclation: Contact. - members while proaviding
Reason for isolation: MRSA." incontinence care.
ervations began August 21, .
On 8/0/16 at 12:48 p.m., ONT #4 was chserved g::s e ctaft E,emb:,(s, ’
, @ntering the resident's rocom, and dalivered P AV E
. Resident #283's lunch tray without donning a ohserved with deficlent :
, gown or gloves. practice wilt be educated #
8/11/18 11:01 a.m., an Interview was conductsd immediately, the appropriate _‘
with the Clinleat Coordinatar and Wound Care corrective action will be
Diractor {(she aiso cvarsaw the Infection cotitrol initiated as indicated and a
: m{rgﬁa 32: d‘t"u she “P‘ge: E;;*tgzh follow-up observation will be ,
ay gowns, "when the r !
 room for any reason as Indicated on the carde an made 10 ensure compliance.
thelr doors.”
Review of the faciilty's policy antitied “Isoiation®
with an effective date of May 1, 2008, listed under
. Contact Presaufions:
c. Glovas and Handwashing - 1) n eddition to ;
waaring floves as outiined under Stenderd !
_ Precaubions, wear glovas (clean, non-sterila} :
ECRM CIAS-2BA7(02-01) Pravicus Versions Obaoigle Eva [0:2vE413 Facity 1D: TH1908 IF continuation shaet Piga 6 of 7
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CENTERS FOR MEDICARE B MEDICAID SERV

PRINTED: 08/15/20168
FOh?M APFROVEQD

03] DATE SURVEY

STATEMENT OF DEFIOIENCIES (M1) PROVIDER/SIPRLIERIGLIA (X2) MULTIPLE CONSTRUCTION
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILONG COMPLETED
445160 B, WING 0811112016
NAME OF PROVIDER OR BUPPLIGR BTREETY ADDREBB, GITY, GTATE, ZIP COUE o
BETHANY HEALTH GARE GENTER “"’;:Hw"“l_._?.rf 7214
o4} iD - SUMMARY STATEMANT OF DAFICIENCES [ =] PROVIDER'S PLAN OF CORREGTION | }
PREFIX H DEFICIENGY ULIST BE BRECEDED BY FULL PREFIX CORRECTIVE ACTION BHOULD B8 = 0N
TAG GULATORY OR LSC IDENTIFYING MNFORMATION) TaG BS-REFERENCED TD THEAPPROPRIATE ©  bars
DEFICIENGY) :
, I
F 441 Continued From page 6 F441| The observation findings will !
Wh?dj‘ th:“h:g oy mm‘%wgblmnm {2&“ ith be reported to the DON, The 1
- residen nge gloves aftar having contect wi i
 infactive material {for example, fecal material and DON will compile a mo:th!\r
wound drainage). 3} Remave glovas befors report and provide to the .
. leaving the room and wash hands immedistaly Administrator and to the QAP g
m&:&%ﬁm‘f’?ﬁm agent or e waterdess - Committea, beginning with the :
¢. Gown - 1) in addition to wesring a gown as next scheduled meeting of |
. outlined under Standard Precautions, wear a August 29, 20165, The report
! ﬁ%}'}émbﬁ?am);w & mnf"t'«w"“s that wili include the total number '
: voive @ regident or
potentially contamrinatod itemns in the resident's of staff members observed, :
snvironment.” any deficlent practice :
ident\fied, corrective action
Initiated and foliow-up
observations as indicated.
Monitaring will continue for at ;
least 3 months. After3 '
months, the OAP| Commitiee i
wilt determine the frequency i
of monltoring and reporting ‘
thereafier. I
i i
L] i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES M APPROVED
OM NO 0B38-0391
STATEMENT OF DEFIGIENCIES £X1) PROVIDER/SUPPLIER/OLIA (X2 MULTIPLE CONSTRUGTION % DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUINBER: A BANLDING COMPLETED
440168 B VNG _ o8/11/2018
NAYHE OF PROVIDER QR BUPPLIER STREET ADDRESS, CITY, STATE, 2% CODE
421 DCALA DRIVE
BETHANY HEALTH CARE CENTER KASHVILLE, TN 37211
} 1D BUMMARY STATEMENT OF DEFICENCIES [T PHOVIDER'S PLAN OF CORREGTION (RE)
SREFlX - (SACH DEFIGEENOY MUST DE PREGERER BY FULL PREFIX {EACH CORRECTIVEACTION SHOULDBE | COMPLETION
REGULATORY OR LEG IENTIFYRNG INFORMATION) TAG CROB3-REFERENCED o g%xmummm ‘ ATE
! !
F 441" Continued From page 7 F441) The QAPI Commlﬂeg meets I
manthly with membership H
! including the Medical Director, :
! Administrater, DON, First and
{ Second Floor Unit Managers, :
' MDS Staff Members, Activities ,
Director, Dietary Manager, !
Environmental Services
Oirectar, Clinleal Coordinator/ ;
Infection Control Coordinator, !
Social Services Dirsctor, ;
Personnel Director and the :
Admissions Blrector. f
:
!
E
1 H
i
!
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